Purpose The concept for the contemplation group intervention was derived from motivational interviewing (MI) to support people suffering from an eating disorder who are reluctant to engage with treatment. This evaluation focuses on the contemplation group run by the eating disorder services in the Cardiff and Vale area between 2012 and 2016 to investigate the outcomes for participants and implications for working with people suffering from an eating disorder who are ambivalent about change. Method Quantitative measures were used to assess eating disorder symptomatology, motivation to change and location within the stages of change model. A brief qualitative evaluation of client experiences was also included. Results While dropout was high, a number of patients displayed increased readiness for treatment at the end of the group or even started to engage in change-focussed therapy. Participants who completed the group described it as challenging but helpful. Conclusions This evaluation shows that explorative contemplation of their ambivalence towards their eating disorder and treatment was helpful for the participants of the group and supported them in achieving more clarity and decisiveness regarding whether to engage in treatment or not. Further research is needed to evaluate long-term outcomes for patients who feel ambivalent towards treatment, and to explore what interventions can be used to help them. Evidence level Level IV: Evidence obtained from multiple time series with or without the intervention.
Introduction
Reluctance to engage with treatment or a lack of motivation for change are often noted as challenges in the treatment of eating disorders [1] [2] [3] [4] . Geller et al. [5] explored how to help individuals who are ambivalent about treatment and their eating disorder, and who often have been suffering from the illness for a long time. It is not uncommon for these people to have a long history of failed treatment attempts, in-patient admissions to gain weight and subsequent weight loss, and to suffer from severe consequences of the long-term eating disorder. Not only can this lead to a lack of self-efficacy and increased dependence on care givers, many clinicians and carers will also experience hopelessness and frustration [5] . Instead, Geller et al. [5] suggest that an open and curious attitude towards the client and their eating disorder can encourage the individual to approach the eating disorder with a new perspective. Insisting on change and trying to force or convince eating disorder patients to gain weight often leads to difficulties such as disengagement from therapy and loss of the therapeutic alliance. It is recommended to instead stay on the client's side, trying to understand what role and positive effects the eating disorder has in their life, staying open and unassuming about the eating disorder behaviours and thoughts and supporting the client in exploring how they feel about the illness and whether or how they want to change anything [5] .
The ways in which the clinician's stance can improve treatment outcomes for individuals with eating disorders was the inspiration for the development of a contemplation group intervention [5, 6] . Jakubowska et al. [6] suggested to use this method prior to any other intervention, giving patients a chance to evaluate their attitude and feelings towards their eating disorder. This is based on Geller et al. [5] suggestion that it would be more helpful for individuals who are showing reluctance to engage with treatment if clinicians ceased to insist on changes to be made but rather take an ambivalent stance, thus exerting less pressure and transferring the responsibility for change back to the patient. This approach echoes ideas put forward within motivational interviewing (MI) [7] and eating disorder-specific approaches based on MI [8, 9] .
To establish whether a client is feeling ambivalence or reluctance towards treatment, the stages of change model is often applied. It aims to identify whether a person is not yet recognizing a problem (precontemplation), starting to think about their problem and how it affects their life (contemplation), beginning to introduce changes (preparation), actively making changes (action), or maintaining the changes previously made for a substantial period of time (maintenance) [10] . However, clinicians often overestimate the motivation of their clients and the number of people in their care that are in the action stage [10] . While many modes of therapy are very helpful for people who are ready to make changes, they can act as a deterrent or lead to attrition in patients who are still in the precontemplation or contemplation stages [10, 11] . The egosyntonic nature of eating disorder symptoms is often cited as a cause of resistance or reluctance regarding treatment in patients suffering from AN or BN [4] . Such reluctance can lead to individuals entering treatment due to external pressures such as worried family members, despite being unaccepting of their illness and not yet ready to action meaningful changes [4] . Creating a space for these clients to explore their feelings towards their illness may help them to take the next step towards behavioural change [6] .
Founded on the contemplation therapy developed by Jakubowska et al. [6] , a group intervention was initiated by the clinicians in the Eating Disorder Outpatient Treatment Team (EDSOTT) and the Service for High-Risk Eating Disorders (SHED) in the Cardiff and Vale area, Wales. EDSOTT provides treatment for adults with moderate to severe eating disorders and SHED for adults with severe and high-risk eating disorders. While SHED and EDSOTT used the contemplation group methods described in Jakubowska et al. [6] which were developed in the Specialised Treatment for Eating Problems Team (STEPs) in Bristol, they handled patient uptake differently. In 2013, STEPs offered the contemplation group to all newly referred patients that were deemed suitable for this intervention by the clinicians [6] . They relied on clinician's judgement to identify what stage a patient was in regarding their readiness to change based on the Stages of Change Model [10, 12] . However, Waller [11] argues that it is very difficult for clinicians to identify the stage of their patients. He suggests that this is due to clinicians having cognitive and emotional biases that makes them overestimate the likelihood of behavioural change, and so may lack awareness of the blockers of change and the discrepancies between motivational manifestations and actual behavioural change. It is also postulated that clinicians refrain from noticing or speaking about the difference between motivation and actual change out of fear of being too honest and scaring off the client [11] . Furthermore, the stages of change model has been criticised due to people often being identified as being in more than one stage at a time; definitions of the different stages being variable; and assessments, such as the Stages of Change Readiness and Treatment Eagerness Scale (SOCRATES), not fitting neatly within the structure of the Stages of Change model [12] .
It was therefore decided in SHED and EDSOTT, that clinicians would first attempt change-focussed treatment with each client and would only deem them appropriate for contemplation work if they were getting "stuck", not actioning changes, or when the individuals themselves as well as the clinician working with them felt they could not proceed with action-focussed work. Where relevant, client's families and other multidisciplinary team members from SHED and EDSOTT were also involved in the decision for offering the intervention. Waller [11] noted the inaccuracy of questionnaires and clinical judgement in assessing motivation to change, so instead of relying on just the stages of change questionnaire (EDSOCQ), or just clinical judgement, this group combined both, as well as listening to the patient's view on their reactions to change work and whether they were feeling stuck. Only then would they be offered the contemplation group.
The group format of this intervention was intended to create room for discussion with others instead of focusing on self only. However, patients who were unable to attend the contemplation group or who preferred individual work, were offered individual contemplation work with a therapist. This included the same materials, although no opportunity for discussion with other patients. Clients who chose individual contemplation group were not evaluated in this study. Creating an intervention for contemplation work within the treatment of eating disorder allowed for the creation of a pressure-free space, while the service was still engaging with the individual, thus, not losing the beneficial therapeutic alliance [5, 6] . The aim of this was to encourage service users to become curious and develop a better understanding of their eating disorder and its effects in their life, and of themselves, to enable them to take responsibility for their lives and illness.
Consequently, this paper aims to evaluate the contemplation group and its outcomes as offered by the eating disorder services in the Cardiff and Vale area (CAV), and to compare this to the outcomes of the evaluation published by STEPs [6] . The focus will lie on whether the contemplation group is a helpful intervention for clients presenting with reluctance and ambivalence regarding treatment for their eating disorder, and supporting them to clarify their feelings and attitude towards change.
Method

Design
This evaluation employs a pre-post, repeated measures design to investigate whether participation in a contemplation group intervention can lead to meaningful changes for individuals with eating disorders who display an ambivalent attitude towards treatment. To better understand the patterns of attendance, engagement and attrition, a more detailed observation was undertaken in one cohort of the contemplation group (2016).
Brooks [13] conducted a thematic analysis of the qualitative feedback collected from participants for the years 2012-2015. While a summary of her results has been included in this paper, the details of this can be found in Brooks [13] .
Participants
Participants were recruited via the specialist eating disorder services EDSOTT (National Health Service (NHS); Tier 2) and SHED (NHS; Tier 3) in CAV. These services cover a large urban area as well as many smaller, more rural towns. SHED receives approximately 3-4 referrals in a month and specializes on supporting people with a very low BMI (< 15 for women and < 16 for men) and more severe and complex presentations of eating disorder symptoms, while EDSOTT receives around 7-8 referrals per month and specializes in supporting individuals with a low BMI (< 18) and less complex presentations. For this evaluation, data from between 2012 and 2016 was included, which covers the four contemplation groups that have so far been run and evaluated by these services. During this 4-year period, 48 individuals took part in the contemplation group. Demographic data was unavailable for these participants.
Materials
All participants were asked to complete questionnaires before beginning the contemplation group therapy, and after they completed the group, or after they left the group if this was before the scheduled ending of the therapy programme. These questionnaires included the adapted version of the Anorexia Nervosa Stages of Change Questionnaires (ANSOCQ) [14] , the Eating Disorders Stages of Change Questionnaire (EDSOCQ) [15] , a brief measure of motivation to change (MQ) [7] , and the Eating Disorder Examination Questionnaire (EDE-Q) [16] . Some data regarding whether individuals entered change-focussed therapy after the contemplation group was also collected.
The EDSOCQ is a 12-item, self-report questionnaire and was developed based on the ANSOCQ, with some items removed or altered to better reflect the experiences of people with any kind of eating disorder as opposed to focusing on Anorexia Nervosa (AN) (see Table 1 for details on changes). It is based on the ANSOCQ and subsequently on the Stages Table 1 Changes of the ANSOCQ that lead to the EDSOCQ Items from the ANSOCQ Changes for the EDSOCQ
Item 11
The following statements refer to certain shape and weight standards which you may have for evaluating your body (such as only being satisfied with your body when your thighs are not touching, when specific bones can be seen, when your stomach is flat, when you are below a certain weight or when you fit into certain clothes)
The following statements refer to certain shape and weight standards which you may have for evaluating your body (such as only being satisfied with your body when your stomach is flat or when you are below a certain weight)
Item 12
The following statements refer to certain foods which you may avoid eating (such as foods high in calories or fat, red meat, dairy products or food where the caloric content is not known)
The following statements refer to certain foods which you may avoid eating (such as food high in calories or fat, red meat or dairy products) Items 13-20 Deleted 1 3
of Change Model [17] and utilises a five-point rating system per item with higher scores indicating higher motivation to change. Results of the EDSOCQ were calculated by dividing the total sum by 12. This results in a final score between 1 and 5 which is used to assign the participant to 1 of the 5 stages of change: precontemplation, contemplation, preparation, action or maintenance [18] . The ANSOCQ/EDSOCQ have been shown to be useful and valid tools for assessing levels of motivation in patients with anorexia nervosa and other eating disorders [15, 18] . The brief motivation questionnaire was proposed by Miller and Rollnick [7] and is based on the Stages of Change Readiness and Treatment Eagerness Scale (SOCRATES) as well as the methods of Motivational Interviewing [7] . It consists of three items measuring motivation to change, confidence in change and readiness to change on visual analogue ten-point Likert-style scales, on which higher scores indicate greater motivation to change.
The EDE-Q measures the severity of eating disorder symptoms, eating behaviours, attitudes and feelings regarding body shape and weight, as well as the frequency of compensatory behaviours such as vomiting and laxative use [16] .
Higher scores indicate greater severity of symptoms and higher eating disorder psychopathology [19] . The EDE-Q has been shown to accurately identify the eating disorder symptomatology of people with AN and BN [20] [21] [22] .
Ethics
This evaluation study was submitted as part of the National Health Service Wales health boards' routine clinical practice for good clinical governance. The qualitative evaluation study was approved by the Psychology Ethics Panel of the Cardiff Metropolitan University [13] .
Procedure
The staff of SHED and EDSOTT received training from the STEPs contemplation group facilitators before implementing the contemplation therapy in their own services. Each group was facilitated by two clinical team members including psychologists, occupational therapists and dieticians.
The contemplation group intervention was designed as a closed group for up to 12 patients. It was offered to patients who displayed ambivalent attitudes towards treatment and did not engage with change-focussed therapy. This was presented as an alternative to other approaches, but individuals could still choose to receive other treatments, to disengage, or to receive individual contemplation therapy. For this study, only the individuals who chose to attend the contemplation group intervention were included.
Each patient had an individual appointment with the group facilitators before starting the group, to clarify expectations and suitability for the group including aspects of safety. Patients were asked to complete the EDE-Q, EDSOCQ and MQ before the first group meeting. They were also asked to give their consent for their data to be used for service evaluation purposes. Subsequently, the contemplation intervention consisted of 12 weekly meetings and homework tasks that the participants were asked to complete in their own time, details of which can be found in Table 2 below and Jakubowska et al. [6] . After the intervention, all participants were asked to complete the EDE-Q, EDSOCQ and MQ again. They were also invited to provide qualitative feedback about the group (see [13] for more details). After the group finished, the facilitators conducted a follow-up meeting with each participant and their clinical coordinator to determine if individuals wished to opt in for any further treatment.
For the 2016 cohort only of the contemplation group, attrition rates were recorded during and after the group.
Results
The CAV Eating Disorder services provided the contemplation group once a year between 2012 and 2016. During this time, 43 people began the contemplation therapy as can be seen in Fig. 1 . Almost two-thirds of clients who began contemplation therapy completed the whole course of therapy (n = 28), while 34.8% of clients ceased attending the group (n = 15). Out of the 28 people who completed the contemplation group therapy, half of the clients (50%; n = 14) decided to pursue further treatment for their eating disorder. The other 50% (n = 14) of the completers did not seek further treatment after completing the group.
Due to missing data, not all clients who completed the group were included in the data analysis. Data sets with missing values were excluded from analysis because it was determined that replacement procedures would have been unreliable due to high interpersonal as well as intrapersonal variability of scores. Thus, only 23 complete data sets were included in the following analyses.
The analysis of the pre-and post-intervention data shows that there was a statistically significant increase in the participants' mean EDSOCQ scores, as can be seen in Table 3 below.
This move towards more readiness to change becomes even more visible when the stages of change are considered, not only as mean EDSOCQ scores but as the categorization of how many clients were identified to be in different stages before and after the contemplation group. This can be seen in Fig. 2 : more individuals were identified to be in earlier stages of change before taking part in the contemplation group than afterwards, when more participants showed readiness to prepare for or enact change.
3
The results of the MQ showed slight increase from before to after the contemplation group. This trend was also present in each of the sub-measures of motivation, motivation for change (MFC), confidence in change (CIC) and readiness to change (RTC), as can be seen in Table 4 . However, none of these changes were statistically significant. Another point to consider is that only 22 people completed all aspects of the Motivation Scale, resulting in a smaller number of analysed data sets compared to the other questionnaires. Despite assertive encouragement of individuals, not many full data Motivational cycle Group discussion of the different stages (feelings and thoughts at these stages, have you been at any of these stages and what was it like, what stage are you at now) Group discussion of hopes and fears of being part of the group Homework Remain thoughtful of hopes and fears 2
Treatment experiences Minnesota study Read study followed by group discussion Homework Read through Minnesota study again-note any further questions or comments 3
Group discussion How is your illness helpful to you? Advert As a group create an advert for an eating disorder Homework Begin to think about 'life map'-one or two volunteers to share theirs next week 4
Group discussion About last week's advert task-how is it useful to others Sharing of life maps Homework Think about links between feelings and eating disorder behaviour 5
Sharing one life map Discuss and present public and private faces Homework Write a letter to private face and if possible practise using it-noticing who you show it to and when 6
Read homework letters (to private face) Present pie chart demonstrating what is important and what your life is like at the moment. Then think about how you would like your pie chart to look like Homework Miracle question-"If you wake tomorrow and the eating disorder was gone, how would that be?" "If you had a magic tablet that would eliminate the eating disorder, would you take it?" 7
Individually reflect on the 'shoulds' and 'oughts' of your life Explore individually and then as a group the rules of your eating disorder, self and other Discuss these rules and rephrase them to 'I want' Homework Projection letter-write 2 letters to yourself in 5 years from now-(1) still with an eating disorder; (2) Discussing homework Individually write a letter to yourself about your experience of the group Envelopes exercise Group members and the facilitators write a note ("mental gift") for each group member and put them in individual envelopes for participants to take home Discussing the group Reflections, criticism, feedback, praise 1 3 sets were completed in the first instances of running the group and future groups ensured that data was gathered at the final session rather than at the follow-up meeting.
An overall, very slight decrease in EDE-Q scores can be seen from before to after the contemplation group. This was non-significant for the overall mean as well as the submeasures of the EDE-Q, however, as can be seen in Table 5 below.
Treatment attrition was high for the contemplation group each time it ran. Further details documenting when and why clients ceased attending the group were collected in 2016 and are detailed in Fig. 3 . Although 24 people were initially considered for the group in 2016, only 19 were invited to attend an interview for the group. This was due to five people being considered not suitable anymore due to beginning inpatient treatment (n = 2), engaging with change work (n = 1) or decided they would not find the approach helpful at the time after being asked to attend an interview (n = 2). After the interviews, some people encountered scheduling difficulties that prevented them from attending the group (n = 2), and others felt too anxious to attend (n = 2) or began maintenance work instead (n = 1). This resulted in ten individuals beginning the contemplation group. During the course of the group, four other participants also ceased attendance. This was due to in-patient admissions (n = 1), scheduling difficulties (n = 2) and disengagement from the service (n = 1). This resulted in only six people completing the whole course of contemplation therapy ("completers"), one of which was from SHED and the other five from EDSOTT. Albeit more clients from SHED (n = 17) were considered for the group, they were less likely to complete the course of the contemplation intervention (n = 1). This is likely due to clients in SHED having more severe and complex difficulties. After completion of the contemplation group intervention, two people began change-focussed therapeutic work. One person had low intensity support from the ED services, and the three other completers were discharged from services. The longer-term outcomes for these individuals were not evaluated.
The qualitative feedback collected from the cohorts from 2012 to 2015 were analysed by means of a thematic analysis, details of which can be found in Brooks [13] . Her findings indicated that patients found the tasks used during the group and in the homework useful to explore their feelings. Participants also stated that while the group was challenging, it was also helpful and thought-provoking. There were mixed views regarding the group dynamic which was found by some participants to be unhelpful. The feedback regarding the facilitators was generally positive, with particularly sensitive, relaxed and unintimidating qualities being praised [13] .
Discussion
The contemplation group was set up to support people who were not ready to engage in treatment and to give them a safe space for exploring their eating disorder. While this was done with no particular outcome in mind, this evaluation shows that the group seems to have some effects on its participants: Scores on the EDSOCQ significantly increased from before to after participation in the contemplation group, indicating that clients tended to feel greater openness towards the possibility of change or to engaging in treatment for their eating disorder after taking part in the contemplation group. This result was not replicated in response to the EDE-Q or MQ, however, there were slight observable decrease in EDE-Q scores and increase in the MQ which were not statistically significant. It is worth noting that the small sample size limits the statistical power of this evaluation, and this relatively small effect may have been revealed as significant in a larger sample. Since the contemplation group was not set up to improve motivation for treatment or eating disorder symptomatology, these results are not surprising and reinforce the idea of contemplation work to enable patients to think about their eating disorder and their lives without being pressured to enact changes. In line with the clinician's stance explored by Geller et al. [5] , the contemplation group was meant to help clients to explore and resolve the ambivalence they might be feeling towards treatment and their eating disorder, to improve the therapeutic alliance and trust between patients and clinicians by taking their contemplation dilemma seriously, and to consider the next step-either towards change or to realise that they may still not be ready for active change work.
The significant changes shown by the EDSOCQ indicate that the contemplation group and the exploration of their eating disorder in a safe space helped people to feel more inclined to enact changes regarding their eating disorder. While this is only an indication, qualitative feedback from the group presented at the International Eating Disorder Conference [23] showed that the contemplation intervention was effective in enabling participants to non-judgmentally explore the effects of the eating disorder in their lives. The evaluation of feedback from participants [13] also showed that clients found the group thought-provoking and helpful although challenging. It seems that the opportunity to reflect on their eating disorder was perceived as useful to consider options for the future. The triangulation of this data indicates that while some individuals started to consider treatment as an option that could help them, for others the contemplation group led to an increase in their motivation to change and engagement with treatment. For some, the contemplation work either led to no changes in attitude or contributed to their resolve not to engage with therapy. This was to be expected, however, as it is likely that these individuals would not have wanted to engage with therapy in any other setting either because after repeatedly failing treatment attempts people often become despondent towards the idea of engaging with therapy [5, 11] .
This contemplation group intervention did not aim to improve participants' motivation for treatment directly, however, as the results of this evaluation show, the group seems to have led to an increase in motivation for some patients. This is in line with a recent study which showed that interventions that do not solely focus on motivation might be as effective at improving levels of motivation as interventions aimed specifically at motivation [24] . There have recently been some research proposals to review whether motivation to change is a useful indicator of treatment outcomes [25] , as the literature currently offers mixed views on this [11, 25] . It would useful for future research to investigate how contemplation interventions compare to other therapies regarding improving levels of motivation and whether this can predict behaviour change and treatment outcomes.
The large number of dropouts illustrates the difficulty to engage eating disorder patients in therapy, which has been documented in the literature [1] [2] [3] [4] and that is often experienced by eating disorder services and clinicians. Considering that this intervention was aimed at people who felt ambivalent towards treatment for their eating disorder, it is not surprising that this ambivalence and often refusal to engage with treatment was also demonstrated with the contemplation group. While the aim was to provide a safe and pressure-free environment for participants to explore their feelings towards therapy, this may have been too much pressure for some, leading to disengagement with the group. In fact, one person declined to participate in the group due to heightened anxiety. It is likely that other people who dropped out of the group experienced similar anxiety levels which prompted them to disengage; however, this was not documented. Other cases of disengagement were caused by hospital admission due to worsened or life-threatening levels of eating disorder symptomology which the contemplation group was not equipped or designed to treat or prevent, and therefore cannot be assumed to be directly related to the group. Five people had to terminate their participation in the contemplation group due to scheduling difficulties with other life commitments. This is a contributor to treatment dropout that cannot be prevented by clinicians-while it can be hoped that patients would prioritize therapy over other activities, not every client will do so. Due to the group format, temporary flexibility was not given. It may be helpful to employ more individualised approaches to contemplation therapy or reschedule the group to a time more convenient for clients who are working, in education, or have family commitments.
Despite the largely positive results discussed above, some limitations of this study need to be considered. No control group was included in this set up due to the method of uptake. Clients of the eating disorder services were only asked to participate in the contemplation group after they were identified to feel ambivalent towards treatment and if they failed to engage with other therapies. All other clients in EDSOTT and SHED were therefore either engaging in change work or disengaged from the service before they could be offered the opportunity to take part in contemplation therapy. The outcomes for these individuals were not monitored. Furthermore, no long-term outcomes for people who dropped out of the contemplation group or those who did not engage in change work imminently were recorded. There is also no follow-up data available to examine whether or how patients who completed the group engaged in treatment. These topics warrant further investigation and would be worthwhile to analyse in the future. In the meantime, the current discussion of outcomes of the group needs to be regarded cautiously considering these limitations.
The results of this study indicate that the outcomes of participating in the contemplation group are positive. Of 48 people who began the contemplation group between 1 3 2012 and 2016, 65% completed it (n = 28) and one-third began change work after finishing the group (n = 14). However, a high number of people did not attend the group despite agreeing to do so or dropped out of the group while it was running. It would be worthwhile to record longer-term outcomes for participants, both for those who dropped out and those who completed the group to add to the knowledge about this new group intervention. It is essential to develop a greater evidence base to better understand it and its effects and to assess whether it is worthwhile or feasible to implement it in more eating disorder services to help people who feel ambivalent towards treatment.
The pre-post measures design of this study limits its ability to draw conclusions regarding the effectiveness of contemplation therapy. It is possible that the results are attributable to factors outside of the contemplation group itself. However, this study as well as research by Geller et al. [5] and Jakubowska et al. [6] show that contemplation work can be effective in helping participants achieve more clarity regarding their feelings towards therapy and change work, and this evaluation adds to this preliminary evidence base. The authors consider that the contemplation group complements and dovetails with the extensive suite of action-oriented interventions available to those with various presentations of moderate to severe eating disorders and enables the issue of ambivalence to recovery to be addressed in a group setting. Anecdotal evidence suggests that it had a significant impact on individuals' decision to both opt in to intensive recovery-focused treatment or to end their struggle with treatment and discontinue contact with services. This shows the need for future research to explore the effectiveness and outcomes of contemplation therapy: explorative contemplation groups may help people with an eating disorder who have an ambivalent attitude towards treatment to increase their motivation to engage with or at least consider change-focussed therapy. Since these people are often not responding to other forms of treatment but nonetheless have a severe and life-threatening illness, it is important to further evaluate the contemplation approach to understand more about how it can help people and for whom it may be most effective.
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